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The approach of the DSM-5 and ICD-11 to the issue of 
bereavement-related depression is going to attract a consid-
erable attention from the mental health community and the 
general public. This issue, in fact, is closely linked to the more 
general question of what is a mental disorder, or what is the 
boundary between mental pathology and homeostatic reac-
tions to major life events. It is not by chance that the DSM-IV, 
in its introduction (p. xxi), identifies as one of the compo-
nents of the definition of mental disorder the fact that “the 
syndrome or pattern must not be merely an expectable and 
culturally sanctioned response to a particular event, for ex-
ample, the death of a loved one”.

Bereavement appears in the DSM-IV in the section “Oth-
er conditions that may be a focus of clinical attention”, where 
it is stated that “as part of their reaction to the loss, some 
grieving individuals present with symptoms characteristic of 
a major depressive episode” and that “the bereaved individ-
ual typically regards the depressed mood as ‘normal’”. 

The DSM-IV does not totally exclude the diagnosis of ma-
jor depressive episode in the presence of bereavement. It just 
moves the threshold upward for that diagnosis, by requiring 
a longer duration, a more substantial functional impairment, 
or the presence of specific symptoms (morbid preoccupation 
with worthlessness, suicidal ideation, psychotic symptoms, 
or psychomotor retardation). The aim is clearly to reduce the 
chance of false positives (as well as to avoid a trivialization 
of the concept of mental disorder).

This approach of the DSM-IV is evidence-based. First, a 
major depressive syndrome is indeed an “expectable re-
sponse” to the death of a loved one: in the US, its prevalence 
among bereaved people ranges from 29 to 58% one year after 
the loss, and about 50% of all widows and widowers meet 
criteria for the syndrome at some time during the first year of 
bereavement (1). Second, the syndrome is indeed a “cultur-
ally sanctioned response” to the event: bereaved people and 
their environment accept depressive symptoms as “normal”, 
whereas patients with primary affective disorder experience 
their condition as “a change”, “not usual self” (2). Third, psy-
chomotor retardation, feelings of worthlessness and suicidal 
ideation are less likely to be experienced by bereaved people 
when they have a major depressive syndrome (1). 

It has been claimed that the ICD-10 is silent concerning 
the issue of bereavement, and that the elimination of the be-
reavement exclusion in the DSM-5 would contribute to the 
harmonization between the two systems. This is not correct. 
The ICD-10 Clinical Descriptions and Diagnostic Guide-
lines (3, p. 150) state that “normal bereavement reactions, 
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appropriate to the culture of the individual concerned and 
not usually exceeding 6 months in duration” should not be 
coded in the chapter on mental disorders, but in chapter XXI 
(“Factors influencing health status and contacts with health 
services”). That chapter corresponds to the section where 
bereavement is placed in the DSM-IV. It is true that no men-
tion of bereavement is made in the definition of depressive 
episode (which, as almost all ICD-10 definitions, does not 
contain exclusion criteria), but this mention is likely to be 
made in the ICD-11 (so that a change in the DSM-5 might 
actually create a discrepancy between the two systems). 

Given this background, and considering the criteria estab-
lished for DSM-5 changes (4), the removal of the bereave-
ment exclusion from the diagnosis of major depressive epi-
sode can only be justified by a strong and unequivocal new 
research evidence (5). Wakefield and First’s review published 
in this issue of the journal (6) suggests that such a solid and 
consistent new evidence is not available. 

Bereavement-excluded major depression has been associ-
ated with a significantly lower risk of subsequent depressive 
episodes in two recent independent studies (7,8), which is 
the kind of longitudinal data previously regarded as neces-
sary to support the current diagnostic framework (9). Fur-
thermore, even studies usually quoted as supporting the re-
moval of the bereavement exclusion did find that bereave-
ment-related depression is significantly less likely than other 
loss-related depression to be associated with treatment seek-
ing (10) and substantial functional impairment (11), and is 
marked by significantly lower levels of neuroticism and guilt 
(10). These are data in line with the DSM-IV approach. 

Further reflection seems therefore warranted before pro-
ceeding with the deletion of the bereavement exclusion, a 
move that may be criticized by the mental health community 
as not fulfilling the criteria for DSM-5 changes (“major 
changes should generally require consistency of support 
across validators”) and is likely to be perceived by the gen-
eral public as a further step in psychiatry’s attempt to pathol-
ogize normal human processes. A refinement of the formula-
tion of the bereavement exclusion may, however, be needed 
in order to increase its predictive validity (6,12).
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